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Successful percutaneous treatment of gluteal
claudication secondary to isolated bilateral
hypogastric stenoses
Rabih A. Chaer, MD, Peter L. Faries, MD, Stephanie Lin, MD, Rajeev Dayal, MD,
James F. McKinsey, MD, and K. Craig Kent, MD, New York, NY
We report an unusual case of bilateral buttock claudication at ambulation of less than two blocks in a 57-year-old man
with normal lower-extremity segmental pressure on noninvasive exercise testing. He was found to have bilateral
high-grade internal iliac artery stenoses on arteriography. Both sides were successfully treated in a staged fashion via a
contralateral approach with percutaneous transluminal angioplasty and a balloon-expandable stent, with complete
symptom resolution. A clinical vascular examination with normal findings of the common iliac, external iliac, and
common and superficial femoral arteries eliminates significant vascular obstruction as a cause of claudication. However,
internal iliac occlusive disease may be suspected when symptoms are limited to the gluteal musculature and other causes
are eliminated. Percutaneous interventions can be of diagnostic and therapeutic value. (J Vasc Surg 2006;43:165-8.)Symptoms of classical pelvic insufficiency are well de-
scribed and include buttock and thigh claudication, atro-
phy of the leg muscles, erectile impotence, and diminished
or absent femoral pulses, as described in the Leriche syn-
drome.1 Isolated internal iliac artery stenosis is an uncom-
mon cause of buttock and thigh claudication and is fre-
quently overlooked.2 Isolated hypogastric stenosis is not
readily diagnosed. In situations where the external iliac
arteries are spared, peripheral pulses may not be affected,
and the results of noninvasive blood flow studies may be
normal, even after exercise.
Penile pressures are moderately sensitive and specific,
especially after treadmill exercise.3 They allow a physiologic
interpretation of angiographically detected internal iliac
stenoses. The penile brachial index also correlates with
symptoms of erectile dysfunction after hypogastric artery
embolization.4 This test is, however, restricted to men, and
may not be tolerated by all patients.
CASE REPORT
We describe the case of a 57-year-old man with long-standing
bilateral buttock claudication of several years that limited ambula-
tion to less than two blocks. The pain was precipitated by walking
or climbing stairs and was relieved by several minutes of rest. His
medical history was significant for hypercholesterolemia and an
extensive cardiac history starting with amyocardial infarction at the
age of 40, a coronary bypass, and several percutaneous coronary
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family history was extensive for cardiovascular disease. He admit-
ted to long-standing erectile dysfunction.
The result of vascular clinical exam was normal, with palpable
pulses at the common femoral, popliteal, dorsalis pedis, and pos-
terior tibial. Noninvasive blood flow studies showed triphasic
waveforms at every level, with normal pressures and minimal
changes after exercise. He presented with an aortoiliofemoral
angiogram recently done during the latest percutaneous coronary
intervention. Bilateral high-grade hypogastric stenoses were iden-
tified at their origin, with no hemodynamically significant stenoses
at the aortic, external iliac, and femoral levels. Lumbosacral spine
radiographs, computed tomography, and magnetic resonance im-
aging of the lumbar spine revealed no neurologic cause of his
symptoms.
On the premise that the symptoms were due to bilateral
hypogastric stenosis, a staged bilateral endovascular intervention
was planned. The procedure was performed in the operating room
angiography suite using a fixed imaging system (Siemens AG,
Munich, Germany). Given the severity of the stenoses, it was
determined that a pressure gradient measurement was not neces-
sary. The right side was treated first via contralateral femoral access.
A 6F Balkin sheath (Cook, Bloomington, Ind) was positioned in
the right common iliac artery over a stiff 0.035-inch glidewire
(Terumo, Somerset, NJ). The right internal iliac artery was se-
lected using the glidewire (Terumo). This was then exchanged
over an angled glide catheter (Angiodynamics, Queensbury, NY)
to a 0.018-inch wire (Boston Scientific Inc, Natick, Mass). A right
internal iliac angioplasty was performed with an Optapro 5- 
2-mm balloon (Cordis, Warren, NJ). A Genesis 5-  19-mm
balloon-expandable stent (Cordis) was deployed and resulted in
resolution of the stenosis (Fig 1). The left side was treated in a
similar fashion 3 weeks later (Fig 2).
The patient’s postoperative course was unremarkable, with
discharge to home the following day after each intervention. On
follow-up, the patient reported bilateral resolution of his claudica-
tion but no change in his erectile dysfunction. He remained
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at 1-year revealed no recurrent stenosis.
DISCUSSION
Hypogastric artery interruption during conventional
open aneurysm repair, particularly when bilateral, has been
associated with buttock claudication and necrosis, gluteal
Fig 1. Selective arteriogram of the right hypogastric ar
Fig 2. Selective arteriogram of the left hypogastric arterest pain, bladder and muscle necrosis, ischemic colitis, anderectile dysfunction.5,6 The sequelae of internal iliac artery
occlusion have been revisited in the past few years with the
widespread use of aortic endografts for the exclusion of
abdominal aortic aneurysms. To avoid endoleaks, unilateral
or bilateral hypogastric embolization has been performed
in situations where the aortic endograft limbs are extended
into the external iliac artery. The outcomes of such an
efore (left) and after (right) angioplasty and stenting.
ore (left) and after (right) angioplasty and stenting.intervention have been reported, with the incidence of
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patients, being higher if bilateral hypogastric interruption
was performed.7,8
De novo internal iliac artery stenosis is an infrequent
cause of claudication. It results from decreased blood flow
through the posterior division of the hypogastric artery.
The anatomic and physiologic basis for this has been previ-
ously reported.9 There are several communicating branches
across the midline between the right and left internal iliac
arteries so that it is uncommon for unilateral or even
bilateral occlusions to become symptomatic. Although no
pathognomic signs or symptoms are present, the diagnosis
should be suspected when buttock or hip claudication is
associated with erectile impotence and a normal vascular
examination. An abnormal penile brachial index of 0.6
may be present. Duplex scanning may also be a valuable
diagnostic tool, although there are no available velocity
criteria for the evaluation hypogastric stenoses.
A definitive diagnosis, however, can only be established
with either magnetic resonance angiography or conven-
tional angiography. Late-phase pelvic arteriography is diag-
nostic, especially in the presence of proximal internal iliac
occlusion. In this setting, failure of late opacification of the
distal internal iliac or its branches may negate the benefit of
any attempt at revascularization because of the compro-
mised outflow.
Internal iliac artery stenosis is a diagnosis of exclusion
for gluteal claudication. Aortoiliac disease should be ex-
cluded. Doppler waveform analysis in the vascular labora-
tory before and after treadmill exercise has a high negative
predictive value in that regard. Other causes of nonvascular
claudication must be sought by performing a thorough
work-up for spinal stenosis, nerve root entrapment, and hip
osteoarthropathy.
Different approaches have been described to treat in-
ternal iliac occlusive disease. Direct reconstruction is the
classic approach. It is associated with high technical success,
and sustained benefit has been reported for more than a
decade postoperatively.2,10,11 This can be achieved via by-
pass grafting or endarterectomy and patch angioplasty.
Alternatively, the percutaneous approach is less invasive and
is associated with a high technical success.12-15 Long-term
outcomes are not, however, well described.
Access can be obtained via the ipsilateral or the con-
tralateral common femoral artery. The brachial approach is
also feasible and may allow higher technical success when
simultaneous treatment of bilateral internal iliac artery ste-
noses is contemplated. In the treatment of the present
patient, predilation of the internal iliac occlusive lesion
was performed with an angioplasty balloon. A balloon-
expandable stent was used for the treatment of the short,
focal, calcified origin lesion present in this patient to allow
precise deployment.
It is not clear whether bilateral stenoses need to be
treated. Given the abundance of collateral circulation,
symptom relief may occur after isolated internal iliac artery
treatment, which obviates the need for bilateral internal
iliac angioplasty. If symptoms of gluteal claudication per-sist, staged treatment of the contralateral internal iliac
stenosis may be performed subsequently. In this case, the
procedures were staged to evaluate for an initial clinical
response to treatment after the first intervention and to
avoid potential bilateral hypogastric iatrogenic injury, al-
though it would have been possible to treat both stenoses
in the same setting and through the same femoral access.
Anatomic and hemodynamic follow-up is limited. How-
ever, changes in the penile brachial index and in velocities
across the stenoses as measured by duplex ultrasound scan-
ning could be used for postoperative surveillance.
There have been reports of claudication secondary to
isolated internal iliac stenosis relieved by transluminal an-
gioplasty without stenting.12-15 The long-term patency
after such an intervention has not been widely reported. In
one instance, restenosis has been reported after 1 year.15
Stenting was used in this case to treat residual stenoses of
30% after balloon angioplasty. It is possible, however,
that the addition of stenting to internal iliac artery angio-
plasty may also result in higher immediate and long-term
patency rates.
Although impotence and claudication are the classic indi-
cations for the treatment of hypogastric stenoses, a more
aggressive approach may result in improved clinical outcomes
even if other explanations for claudication are present, as in the
case of concomitant internal and common/external iliac oc-
clusive disease. Another possible indication to consider for
intervening on asymptomatic hypogastric stenoses is planned
endovascular aneurysm exclusion with anticipated occlu-
sion of a patent inferior mesenteric or lumbar artery, espe-
cially if a history of sigmoid colon resection exists.
CONCLUSION
Internal iliac artery stenosis may be investigated as a
cause of gluteal claudication when aortic and common iliac
occlusive disease and neurologic and orthopedic causes
have been ruled out. This uncommon cause of isolated
pelvic ischemia can be treated with percutaneous translu-
minal angioplasty. Stenting may be considered, especially
to treat dissections and residual stenoses after balloon an-
gioplasty, and may result in increased patency rates.
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